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.1210 b)
1210 d)3)

300.1210 d)5)

300.3240 a)

Section 300.1010 Medica! Care Policles

h) The faclility shall notify the resident's
physician of any accident, injury, or significant
change in a resident's condition that threatens the
health, safety or welfare of a resident, including,
but not limited to, the presence of incipient or
manifest decubitus ulcers or a weight loss or gain
of five percent or more within a period of 30 days.
The facility shall obtain and record the physician's
plan of care for the care or treatment of such
accident, injury or change in condition at the time
of notification

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
weli-being of the resident, in accordance with ;
each resident's comprehensive resident care Attachment A :
plan. Adequate and properly supervised nursing Statement of Liconsure Violations
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
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following and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in
aresident’s condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record. .

i §) ~ Aregular program to prevent and
treat pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basis so that a resident who
enters the facility without pressure sores does not
develop pressure sores unless the individual's _
clinical condition demonstrates that the pressure
sores were unavoidable. A resident having
pressure sores shall receive treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, :
employee or agent of a facility shall riot abuse or
neglect a resident,

These requirements are not met as evidenced by:

Based on interview and record review, the facility

falled to monitor and assess a change in

-condition for one resident (R1) reviewed for

change of condition. This failure resulted in R1
going into septic shock requiring hospitalization -
and critical care.

Findings include:

R1's medical record (Face Sheet, Progress
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